INTRODUCTION
Retained fetal bones in the uterine cavity are a very rare condition which may be subsequent to intra uterine death and missed abortion. Reported incidence of retained fetal bones is 0.15% among diagnosed hysteroscopy. 1 Prolonged retention may cause pelvic inflammatory disease, chronic pelvic pain, abnormal uterine bleeding, offensive vaginal discharge and spontaneous elimination of bony fragments along with menses in addition to secondary infertility. 
CASE REPORT
Mrs. X age 32 yrs P2+2 presented in gynecology O.P.D. with chief complaints of menometrorrhagia along with chronic pelvic pain since 3 years following induced abortion of 3 months amenorrhea which was followed by dilatation and curettage. On detailed obstetric history, she had one preterm vaginal delivery and one full term caesarean section (indication -fetal distress) with one living issue followed by two induced abortions, last one 3 years back. On per speculum and per vaginal examination -no abnormality was diagnosed except that significant bleeding was present. She was advised admission. Her urine pregnancy test was done which was negative. Her complete blood count, liver renal and thyroid function tests were within normal limits except her hemoglobin which was 8.2 gm%. Her transabdominal ultrasound revealed normal uterine size with echogenic contents in the uterine cavity. She underwent diagnostic and therapeutic dilatation and curettage and tissue was sent for histopathology which revealed chronic endometritis. She was given oral antibiotics along with hemostatic agents and low dose combined oral contraceptives. She remained asymptomatic for next 3 months but was not relieved of chronic pelvic pain. Therefore, hysteroscopy was planned which revealed tiny bone fragments which were removed at the same setting with the help of hysteroscopy grasper. Her intraoperative and 
DISCUSSION
Retention of foetal bones in the uterus is a rare complication of abortion or following removal of a macerated foetus. Roth and Taylor hypothesized that without a previous pregnancy loss, metaplasia of mature endometrial stromal cells into bony tissue occurs in response to chronic inflammation or trauma. 3 In early 1990 Melius et al found >50 cases in the literature with 80% occurring after pregnancy. 4 The diagnosis was traditionally suspected from filling defects on hysterosalpingography, with the definitive diagnosis made on blind curettings. Therapy had generally been restricted to curettage or hysterectomy. [5] [6] [7] A blind D+C is sometimes diagnostically inaccurate and often ineffective as it may miss focal endometrial lesions. Chan described how in his case the curettings from a blind D+C were normal before a hysteroscopy that visualized many retained fetal bone fragments. 8 Verma et al reported the case of a 20-year-oldwoman with history of multiple terminations of pregnancy leading to chronic pelvic pain which got relieved after hysteroscopic removal of the intrauterine foetal bones. 9 A regular myometrialendometrial interface and homogeneous endometrial structure on transvaginal sonography congruent with the phase of the menstrual cycle indicate a normal endometrium and preclude the need for diagnostic hysteroscopy. Transvaginal sonography may be used as the initial diagnostic procedure to select patients for hysteroscopy. 10 With the advent of office hysteroscopy, diagnosis can be easily made on visualization of bony fragments in uterine cavity with simultaneous removal and therefore invaluable in achieving cure for these patients without resorting to aggressive surgery.
CONCLUSION
Retained fetal bones although are a very rare entity should be considered in patients with abnormal bleeding dating from pregnancy termination who are not responding to conventional treatment of AUB. The simplicity of office hysteroscopy and good postoperative prognosis justify this invaluable procedure in both establishing the diagnosis and removal of bony fragments from the uterine cavity.
